INTRODUCTION
Global lifetime prevalence rates of mental illness are estimated between 18% and 36% (Kessler et al. 2009) , with up to 45% of adult Australians experiencing a common mental health-related condition at some point in their life (Australian Bureau of Statistics 2007). At times, mental health treatment requires inpatient care. In 2015-2016 in Australia, there were approximately 250 000 admissions to hospitals for psychiatric care with more than a third of those occurring involuntarily (AIHW 2017) .
Movements towards recovery-oriented care in mental health services require that service users' needs and preferences are respected and that service users make and contribute to informed decisions about their care (Newman et al. 2015) . Recovery-oriented approaches to service structure and delivery are a transformational conceptual framework shift where power is shared between professional's expertise and the lived experience of service users (Australian Government 2013) . Within this shift, tensions are acknowledged between supporting choice and dignity while promoting safety and duty of care (Australian Government 2013) . All commonwealth and state legislation in Australia now emphasizes the need to plan and deliver care collaboratively with service users, regardless of whether they are receiving that care voluntarily or involuntarily. The 5th National Mental Health Plan in Australia also outlines that service users should be guided to participate in all aspects of what is undertaken within a mental health service, including safety and quality initiatives (Australian Government 2017) . Service user satisfaction with inpatient care is one important component of measuring the delivery of recovery-oriented services (Hackman et al. 2007) . Despite rhetoric around service user involvement in mental health service evaluation, evidence is required that it is being meaningfully embedded within service structures beyond passive surveys or consultation (Hutchinson & Lovell 2013) .
BACKGROUND
Currently in Australia, services provide experience of care surveys for service users upon discharge from inpatient units where they can rate broad and specific aspects of care and identify what would have improved their experience. This is an important mechanism of ongoing service evaluation. However, in the past, similar 'opt-in' methods have been reported to not capture a representative sample of service users (Priebe et al. 2010; Salize & Dressing 2005) and not accurately indicate need for change (Malins et al. 2006) . For example, individuals who have been involuntarily hospitalized may not wish to interact further with services upon discharge, even to provide feedback or may fear the consequences of providing negative feedback.
Where it has been measured, involuntary legal status has been consistently identified as a predictor of lower levels of satisfaction with service . The unique position of receiving care involuntarily suggests that involuntary service user satisfaction may need to be reconsidered as both a predictor of outcomes, due to engagement in treatment, but also an outcome within itself (Hackman et al. 2007) . Restrictive inpatient treatment approaches, more likely to occur during involuntary admissions, also have significant impacts on levels of dissatisfaction amongst service users (Johansson & Lundman 2002; Murphy et al. 2017) . While it may be expected that someone involuntarily receiving care is not positive about their experience, a lack of meaningful mechanisms for input into care and treatment can be an additional form of coercion and control with compounding negative impacts (Johansson & Lundman 2002) . While services in Australia and internationally are making systematic and important efforts to reduce coercive practices, improving care requires more than a reduction in coercive measures . Aspects of care identified by service users to be of importance in counteracting coercive care including accessible, respectful and therapeutic communication with staff (CoatsworthyPusposky et al. 2006; Hackman et al. 2007; Joseph-Kinzelman et al. 1994) , a safe ward environment (Lilja & Hellzen 2008; Shattell 2004) , mechanisms and opportunities for input into care (Howard et al. 2003; Johansson & Lundman 2002; McGuiness et al. 2013) and treatment that reduces symptoms and facilitates health (Happell et al. 2004; Howard et al. 2003; Katsakou & Priebe 2006; Lovell 1995) .
METHOD
This study sought to gather voluntary and involuntary service users' experiences of care during hospitalization in two acute adult mental health inpatient units, through the collaborative completion of a purpose designed tool. The purpose of the study was to examine broad experiences of care and to identify the feasibility of proactive approaches to ongoing service evaluation. Proactive in this circumstance refers to service-led engagement around the individualized process of gathering experiences of care, as opposed to the dissemination of an opt-in survey or use of other passive data. This study also aimed to identify whether the current standardized mechanism of gathering experiences of care (via opt-in survey) was sensitive enough to the details of service user experiences.
The study took place in one health service in metropolitan Sydney, across two major hospital sites with colocated mental health units within general hospitals. Ethics approval was received from the Human Research Ethics Committee. Both units were acute public units providing care for adults with a variety of diagnoses. Demographics of the units at the time of data collection are summarized in Table 1 .
The tool was developed by a small team of researchers and clinicians based on literature about service user experiences of care. The tool used a targeted Likert scale translatable to numerical values (Urden 2002) , supported by qualitative free answer questions to elicit any additional important information (Urden 2002) . The tool was refined after initial use to improve clarity The single approach design focused on structured interviews with inpatient service users about their experiences of care and treatment, guided by the tool and with particular emphasis on the quality of the interactions with clinicians, experiences of medications and treatments as well as emotional safety, pathways of appeal and relevance of care. The tool was completed with a researcher-clinician who scored and wrote down answers verbatim as people spoke. Prompts were included on the tool to aid the researcher in explaining each question to the participant to ensure consistency of meaning.
RECRUITMENT
Participants were identified in consultation with the treating team. Service users who were acutely distressed or could not speak English were excluded. Participants were required to have been an inpatient for at least 48 hours prior to participation. Both voluntary and involuntary service users were asked to participate. The researcher approached any potential participants with a nurse to gain verbal consent to hear more about the study. The researcher then explained the study and sought written consent to participate. Study explanation, consent, and participation took place in an agreed quiet space on the units.
No demographic data aside from legal status were collected from participants. Completed consent forms were stored separately to study data and not used for any other purpose. No participant became distressed while completing the tool or terminated their participation. The researchers advised the participants of pathways of feedback of collated responses to the treating team and the service but did not provide direct feedback to the treating team from any individual participant.
ANALYSIS
A mixed inductive-deductive descriptive analytical approach was used. Collated Likert scale responses were analysed using SPSS and reported descriptively. Data were divided into four subsections with a potential score out of 20 (involvement in care; interactions with staff; ward environment; and treatment) and a total overall score out of 80 calculated. These scores (subsection and total) were relevant as points of measurement and comparison and to monitor changes over time and were not analysed inferentially. Free answer questions on each subsection ('do you have any further comments about. . .') were analysed using simple content analysis (Crowe et al. 2015) . Using this approach, responses were deductively summarized and categorized. For the broad comments and conversations about overall experiences of care ('is there anything else you would like to say about your experience of care'), an inductive thematic approach was used to categorize responses and the experiences being described and then examine the relationships and meanings within and across the categories to identify inductive themes (Braun & Clarke 2006; Crowe et al. 2015) . Themes were reviewed in an iterative process, refined, and named using direct illustrative quotes from the data.
Data were compared to the report received from the standardized statewide experience of care survey for the same units across the same time period. These collated and summarized data were supplied to the health service as a standard feedback loop via InforMH (InforMH 2017).
FINDINGS
A total of 67 participants completed the tool between February 2015 and May 2016 across the two units. Legal status of participants is detailed in Table 2 . Participants were willing to provide feedback on their experiences of care; it was not difficult to recruit to the study. The researchers noted that even quite unwell participants were able to clearly articulate their positive and negative experiences and often the tool was a basis for a long conversation. Many participants spoke at great length about their experiences of care and thanked the researchers for the opportunity to provide feedback.
Findings from the quantitative data (displayed in Table 3 ) showed that almost 90% of participants agreed that the staff were approachable and attempted to understand their needs. Almost 95% agreed that the staff displayed genuine hope for their recovery and almost 95% of participants felt physically safe on the unit. Over 70% felt their interventions received overall were aiding recovery. Overall subsection and total scores were high, with participants rating their experiences of care positively. Differences in scores between voluntary and involuntary service users were minimal, with some wider variance in the experiences of involuntary service users. See Table 4 .
After rating their experiences of care across domains, participants were asked for comment on each subsection of the tool. Qualitative descriptions of care are presented under the four subcategories below: interactions with staff, involvement in care, ward environment, and treatment. At the completion of the tool, participants were asked if they had any comments about overall experiences of care. These data are presented under the identified themes: Scared to express 
QUALITATIVE COMMENTS ON COMPO-NENTS OF CARE Interactions with staff
While participants mostly agreed that the staff on the units were approachable, the process of getting their attention was identified as difficult and the overall therapeutic time spent with individuals was less than people required or desired. There were physical limitations identified to the mechanisms of getting staff attention, with a few participants describing feeling uncomfortable having to wait for staff to come out of the office or to knock on the door to gain attention. They described feeling like they were annoying staff with even basic requests. Staff, particularly nurses, were repeatedly noted to be very inconsistent in their approach with most participants discussing the variation in individuals and their kindness, support, and attitude. Strong words were used to describe the few nurses that provided negative experiences but most felt that the majority of their interactions were positive. Interactions with doctors were not as regular as participants hoped and at times individuals felt not listened to or unable to contribute to the conversation with the doctors. Access to allied health services was identified as both a strength and an area for improvement as some participants did not have the allied health support they needed but many found the input they did have useful. Communication between the staff themselves was also identified by a number of participants as problematic with suggestions that either information was inaccurately passed on between staff members or not passed on at all.
Involvement in care
While many participants felt that they had choice or input into their care, others strongly felt that they did not. Many also reported not knowing how to appeal decisions they were not happy with. This was one area where participants had vastly differing experiences. Tribunal processes and case reviews where service users were present were identified as potential moments where participants experienced feelings of disempowerment and judgement. Many were intimidated to express their wishes, and others felt that they were not listened to. Some participants described problematic family involvement, including a lack of communication with families, families lacking awareness of how to contact clinicians, a lack of involvement of families in discharge planning, and/or families being included against service user wishes. Two parent participants expressed distress about the lack of consideration of their parenting roles incorporated into leave and care planning.
Ward environment
Participants commented on the benefits of private spaces, and the majority were positive about the physical environment overall. Details, such as doors that closed properly, were identified as important, as well as the need for staff to knock before entering rooms. Access to information about processes of the unit and when things would occur were noted to be important. A targeted daily meeting was described by some to be very helpful in being updated about how things worked and the day's activities, ensuring that activities occurred as planned to avoid boredom. Group activities were both distractions and positive times of interaction with staff. Practical suggestions for environmental improvement included privacy for the phone, better methods of accessing staff, access to computers and the Internet and displayed 
Treatment
For many participants, their prescribed medications were reducing distressing symptoms but the majority of participants lacked a sense of control over their medications and those who were troubled by side effects or dosages felt powerless to discuss altering them. Many participants described improved sleep as an important component of how their medications were aiding their recovery but this also resulted in feelings of drowsiness and slowed thinking that were distressing. While most participants felt that their treatment had been somewhat explained to them, most identified that further discussion and information about their medications, dosage, and ongoing plan would be beneficial. More frequent offerings of nicotine replacement therapy by staff was noted to be needed as part of treatment, access to allied health clinicians, increased activities and group-based programs, involvement in discharge planning, and access to information about legal status and treatment planning were seen as important components of overall treatment. Access to psychology services and exercise programs were identified as areas of need. Holistic approaches to recovery were recommended.
THEMES OF OVERALL EXPERIENCES OF CARE
Scared to express yourself
Participants described clearly that they quickly learnt, as one participant described, to 'say very little and appear happy' so as to reduce the impression that they were remaining unwell. Many participants described feeling surprised by the lack of meaningful engagement with staff and the lack of space or time to talk about their experiences, except with other service users. This applied to staff of all disciplines. The perceived reaction of staff to any emotion was to medicate and participants feared if they expressed distress, they may be further medicated. Participants described that the medications given at these times further suppressed their emotions and left them feeling overly sedated.
They described that the overall experience of care was one of containment and within this was judgement of any negative expression of frustration, anger, or sadness. One participant described the conflict they felt between safety and control:
'I feel safer here. But I feel a bit like a specimen that's being viewed. I can't express stress or concern. Even about things that should be stressful'
I feel powerless
Participants expressed a pervasive fear of what may happen to them if they did not act as was expected of them. They identified subtle threats embedded within care that left them with no alternatives to the prescribed treatment: 'It's either take the drugs or don't take the drugs and become involuntary. One nurse told me that if I tried to sign myself out then I'd be put under the act, makes me think there's no such thing as voluntary'.
Participants feared becoming what was described as 'stuck in the system' as they observed other service users who resisted care receiving additional medication and treatment orders. Power was noted to be held by the medical staff yet participants also felt that the doctors knew them the least. Subsequently, there was little that they felt they could do to influence decisions that were made. Participants described figuring out how best to navigate the system to get out and seeing no alternative but to do as they were told. When they were admitted involuntarily, they described having no control over their care. A sense of separation between staff and service users was noted, although this did not include all individual staff but rather an overall dynamic of power. A sense of shared helplessness was expressed where participants felt that there was no alternative to the way care was delivered to them. A comradery was described to have formed at times between service users as they supported each other in knowing how to manage within the unit.
We all feel like we are in prison and everyone is dying to get out. We are discouraged from talking to each other about our problems but that is actually what helps.
Some participants described attempts to challenge the staff.
Sometimes I challenge the things they say. They can say very hurtful and patronising things. If you challenge them it doesn't end well. The nurses will always win and often they don't believe you. Then you feel powerless.
Sometimes I feel like I am on the outside looking in
Participants described positive and negative aspects of admission but consistently found the experience strange and alienating. Many described understanding of the complexities of decisions that were made and acknowledged that some components of the care they received were more helpful than others. Participants described that at some points in time, hospital may be necessary and needed and they felt physically safe in the units. For many, it was a chance to have respite from their lives, regardless of the experiences of care. For some, this alone was a positive outcome and they would have chosen to stay longer 'I've considered being more crazy so I can stay here-I like it here'. However, most participants spent much time figuring out how to navigate the unit and its dynamics so as to 'get out'. Much energy went in to ensuring that needs were met and they were not misunderstood. One participant described that 'You have to ask the right questions to get the right answers'. An idea echoed by many in their discussions of having to wait a long time to get simple information and the information being given being inconsistent. Participants felt like they were annoying staff in asking questions but they also spoke about figuring out how to stand up for yourself when you really needed something. They determined quickly who were the staff that would listen or care or they were informed by the other inpatients. Some 'don't even smile' while 'the ones that treat me like a human being make a big difference'. Participants described that an element of their sense of powerlessness and exclusion came from a perception that information about them was being passed between staff members and was not always accurate but they had no control over this. Some participants were factual about the dynamics while others felt distressed and confused by them. 'A label is put on you as soon as you walk in the door which affects everything'.
COMPARISON TO STANDARDIZED EXPE-RIENCE OF CARE TOOL
For the same time period in the same units, there were 350 returns (unit 1) and 353 returns (unit 2) of the standardized experience of care questionnaire. This questionnaire asks 27 questions about the effect of care on the person's hope, overall wellbeing and everyday capability. In addition, it asks about individuality of care, choice and involvement in care, attitudes of staff, access to information, partnerships with staff, access to required supports, safety and the care environment. Similar to the study tool, responders rated their experiences positively across similar domains with particular acknowledgement of the respect for the individuality and inclusion of family as well as the hopefulness of staff. The qualitative comments are brief and mostly related to practical or environmental factors that require improvement and acknowledge both good and bad experiences of individual staff and overall care. There was significant overlap between the domains of the quantitative rating measures and the study tool as the new standardized tool was developed and commenced after this study had begun. No demographics about the responders are collected on the standardized measures.
DISCUSSION
The participants in this study presented experiences of care that rated highly on quantitative measures. They rated the care as beneficial to their recovery, staff as approachable and caring and they felt safe on the units. In response to the predetermined components of care, participants provided positive feedback. Yet in further discussion about their overall experience of care (presented in the thematic findings), the same individuals provided detailed descriptions which highlighted serious and complex challenges within the delivery of inpatient mental health care. They described experiences of care that were beneficial to their clinical recovery but also disempowering and scary at the same time. The findings suggest that although care was mostly rated highly as being effective for clinical recovery and symptom reduction, service users were not experiencing recovery-oriented care specific to their individual needs. Without multiple approaches to categorizing experiences of care, exploration of the equivocal nature of these experiences would not have been possible. The quantitative rankings alone would have indicated very positive outcomes of care without scope for considering the personally detrimental experiences that occurred within that care and the areas for significant improvement. The qualitative comments alone would have presented a damning summary of care experiences that would have failed to recognize that these same individuals found their admissions to be beneficial overall. Collection and concurrent consideration of both on single experiences of care allowed for recognition that experiences of care are not binary experiences of good or bad.
The broad findings about components of care as measured using the study tool were concordant with those reported by the standardized questionnaire mechanism of collecting consumer experiences of care and indicate that the standard mechanism may be an accurate and important component of ongoing service evaluation and not in need of replication. Standardized questionnaires on experiences of care are unquestionably important components of strategic service evaluation and ensure a formal pathway of capturing service user feedback. The high rates of return of the standard measures, the comprehensive domains, and the mixed experiences reported in the qualitative feedback suggest that standard mechanisms are capturing a reasonable sample of service users even without demographic indicators. However, multiple mechanisms of collection of experiences of care are also indicated. The data gathered from the face to face interviews in this study facilitated the gathering of more detailed experiences of care that highlighted the dichotomy of positive and negatives within single experiences. The powerful qualitative experiences facilitated through direct interviews provide important narratives to support quantitative data and suggest that things are more complex than they seem within experiences of care. While standardized measures are important and seemingly adequately capturing ratings of service and care, there may be a need for ongoing additions of detailed qualitative interviews with service users to enable the collection of more nuanced data on how best to improve recoveryoriented experiences within clinical care.
Inpatient mental health care nearly always involves a delicate balance of the rights of the individual with the services' duty of care (McGuiness et al. 2013 ) and while participants felt physically safe in the units in this study and received the mental health treatment they required, they also lacked positive experiences of the actual care itself. The experiences of the participants offered insight into areas for improvement within care, some of which related to the environment and others to the delivery of care within it. The milieu created by the closed staff doors, the lack of activities, power dynamics, and the limited interactions created a sense of alienation, similar perhaps to the 'confusing and weird' experiences described by Donald et al. (2015) . In response to their findings, Donald et al. (2015) proposed that services envision a 'collective space of care' as a mechanism to characterize and address the difficulties of receiving care within a shared space. Collective spaces of care would prioritize interactions between staff but also importantly amongst service users, with a focus on shared efforts towards recovery (Donald et al. 2015) . The support of other service users was identified by the participants in this study to be of under-recognized benefit to their experiences.
While it is well known that specific components of care such as seclusion and restraint can be traumatic, disempowering and not conducive to recovery (Brophy et al. 2016; Oster et al. 2016) , the entire experience of admission can also be traumatic (Murphy et al. 2017) . Service users can experience profound 'informal coercion' and the cumulative effects of repeated negative events in a context of medical hegemony, vulnerability, and threat (Nyttingnes, Ruud and Rugkasa 2016) . Similar to other studies (e.g. McGuiness et al. 2013; Murphy et al. 2017) , service users in this study described experiences of fear, distress, alienation, coercion, and disempowerment. Although these experiences are seemingly not unique or 'new', listening to them and reporting them remain important. Considering how individuals feel during the receipt of care should now be considered part of a service's duty of care. To formalize this, a fundamental shift may be required in perception of the importance of the experience and rights of individuals within services. Actions such as supported decision making can aid in documenting expectations and choice within care but they require a reconceptualizing of the main purpose, desired outcomes and priorities of care and the rights of the individuals who receive it (Gooding 2013) .
Increased acuity, decreased length of stay, and changing service user and carer expectations are continuing to challenge mental health services (Cleary et al. 2010) . Nurses in particular identify that they have less time to spend with service users building relationships (Cleary et al. 2005) . The interactional work of mental health nursing has been eroded by a focus on medical interventions and tasks, creating a dichotomy of philosophy that cannot easily be translated into practice (Goulter et al. 2015) . This has serious implications for recovery-oriented mental health nursing (Barker & Buchanan-Barker 2011 ). Similar to those described in the present study, service users in other studies have reported a perceived distancing from nurses, with care being provided through medications and impersonal interactions (Moyle 2003; Donald et al. 2015) . Mental health nurses can experience conflict between the requirement to ensure safety and structure, at times through coercion and force, while still aiming to provide therapeutic and personalized care (Bj€ orkdahl et al. 2010) . Bj€ orkdahl et al. (2010) suggest that the intent within coercive care is still to provide care, a tension that can be somewhat aided by validation of negative experiences and meaningful connection.
While reducing overtly coercive practice is a priority for Australian and international mental health services (Oster et al. 2016) , there is also need for discrete consideration of what processes and acts may simultaneously enhance therapeutic practice to not just counteract negative experiences of care, but create positive ones. While servicewide approaches to culture and models of care (Barker & Buchanan-Barker 2010) are indicated, individual clinicians are also well placed to ensure that they deliver care that is collaborative, recovery-oriented, and trauma informed (Isobel & Delgado 2018) . Shattell et al. 2007 posed the question 'what is therapeutic about therapeutic relationships?' and identified that time to establish such relationships needs to be prioritized and initiated by staff; that service users require staff to be cognizant of their needs; treat them as individuals; and also offer action-oriented assistance through information and explanations (Shattell et al. 2007 ). The service users in the present study describe relationships that they did not experience as therapeutic despite the therapeutic effects of the overall admission. While at times therapeutic relationships occurred, they were not the norm and they required service user led navigation of obstacles, power dynamics, and challenges. For a relationship to be therapeutic, it is also assumedly required that the service user experiences them as such. To know this, services need to ask service users, throughout care delivery and not just upon discharge, how they are experiencing their care.
Understandings of how individuals experience inpatient care are increasing, with positive, negative, and ambivalent experiences widely reported (O'Donoghue et al. 2013). As observed in others studies (e.g. JosephKinzelman et al. 1994) , all participants in this study were keen to provide feedback on their experiences of care, including those hospitalized involuntarily. Many participants thanked the researchers for the chance to be heard. The participants had their experiences validated and meaningfully documented through their participation in the research process, a parallel process to that which was possibly missing in their therapeutic interactions. Healthcare environments that are serious about service user satisfaction should be striving to identify 'what they might do to delight their patients; what they must do to avoid disappointing them and what they should do consistently, efficiently and compassionately to meet basic expectation of patients' (Nelson & Larson 1993, p. 94) . This incorporates the need for both reduction of negative practice but the addition of positive approaches to care. One way to achieve and monitor this may be through proactive mixed method evaluation that creates time and space for both the positive and negative aspects of care to be expressed. Nontokenistic or exploitative service user involvement in mental health service research is now recognized as both a right and a positive development for research outcome relevance and integrity (Happell & Roper 2007) .
It is acknowledged that the current study was undertaken by individuals in clinical and managerial positions and did not engage service users in the design or delivery. While this initial study was useful for understanding the local complexities of care and informing ongoing processes of collection, any ongoing processes of service evaluation would benefit from active engagement of service users as equal collaborators. The background of who formulates and asks the questions may influence the information elicited about experiences of care (O'Donoghue et al. 2013) , and the development and assessment of 'experience of care' tools would undoubtedly benefit from being grounded in the experiences of those who have experienced the care (Hester et al. 2015) . However, more importantly, this would embody the principle of collaboration on which the process is based and acknowledge that a loss of reciprocity of processes (such as providing 'experiences of care' with no follow-up or response) and disempowerment within participation (such as service providers gathering data from service users) can replicate wider social stigmatization of mental health service users (Hutchinson & Lovell 2013) .
CONCLUSION
Experiences of care are complex and require considered and collaborative mechanisms of collection by mental health services. Care can be effective for clinical recovery while still being experienced as distressing. Service users identified the benefits and positive effects of admission while also articulating clear areas of improvement and need. The collection of face to face qualitative experiences allowed for nuanced and detailed understanding of the experience of receiving care that may benefit ongoing movements towards recovery-oriented practice. Mental health services could benefit from inbuilt continuous mechanisms of proactively listening to the detailed experiences of service users and responding feedback in meaningful, transparent, and timely ways. For mental health nurses specifically, service user experiences of care provide direct feedback in a way that can immediately inform and enhance practice. Mental health nurses have capacity to improve recovery-oriented components of care through their direct and frequent engagement with service users.
RELEVANCE TO CLINICAL PRACTICE
While service user experiences of care are important to all aspects of service planning, delivery, and evaluation, mental health nurses have a particular opportunity due to their frequency of contact with inpatients. Previous studies have identified that there is a high correlation between service user satisfaction with nursing care and their satisfaction with overall care (Beck & Larrabee 1996; Kutney-Lee et al. 2009; Urden 2002) , suggesting that nurses are in a powerful position to improve experiences of care. Mental health nurses are well placed to influence experiences of inpatient care, through facilitating and advocating for service users in interactions with colleagues, ensuring opportunities for input into care, providing orientation to the ward environment, and providing information and resources about treatment. Developing their own therapeutic engagement and communication skills (Isobel & Delgado 2018) would also have significant effect. Mental health nurses can informally and ongoingly engage service users in conversations about how they are experiencing care, such that experiences are validated acknowledged concurrent to their occurrence. The collection and consideration of service user's experiences provide unique and valuable insight into the elements and components of multidisciplinary practice and service delivery that require specific and purposeful improvement.
LIMITATIONS
The experiences of care reported by these service users came from one mental health service which may have its own unique cultures and mechanisms of care. While the experiences remain valid in their own right, they may not be directly of relevance of other services or individuals. It is not known or considered what selective bias may have been present in the subset of service users who participated, due to the convenience sampling approach and voluntary nature of participation. Significant efforts have been made in the last few years to reduce coercive care and to implement progressive models of care in these units, and the effects of these may not yet be reflected in these data.
